FORM MH 636

CLIENT CARE/COORDINATION PLAN (To Be Used For MHS, TCM, Med. Supp., Res., Soc., and Voc. Svcs.)

Revision Date: 01/23/2006

DTI, DR and TBS will use the on-line treatment plan format in lieu of pages one / two. The third page must be completed.

DESIRED OUTCOME/LONG TERM GOALS:

Barriers to Reaching Goals:

information from Initial Assessment or Annual Assessment.)

Presenting Problems/Symptoms: (Based on DSM or client's presentation. Must be related to

If yes, please describe:

Do cultural/linguistic, co-occurring, and/or health factors impact on Presenting Problems?

Functional Impairment(s) Caused by Problem(s)/Symptom(s) [Work, School,
Home, Community, Living Arrangements, etc]: (Based on DSM or client's presentation. Must be
related to information from Initial Assessment or Annual Assessment.)

Describe client's strengths: (As related to problems and objective in client plan)

OBJECTIVES: (Must be specific, measurable/quantifiable,
attainable, realistic, time bound. Must relate to assessment,
presenting problems/symptoms and functional impairment. Include
cultural/linguistic, co-occurring factors, if appropriate. Include Med
Support and Targeted Case Management, if appropriate)

CLINICAL INTERVENTIONS: (Must be related to
objective. List clinical interventions for each group/individual
service. Includes Med Support and Targeted Case
Management, if appropriate.)

Type/Frequency
of Services to
meet objectives:
(MHS - Ind and Grp);
Med Sup; TCM; Soc;
Residential; Voc; etc.

OUTCOMES/Date/Initials: To be completed at
the end of the Care Plan Review timeframe, 30 days,
3, 6, 12 months or more frequently as appropriate.

Date

Client agrees to participate by:

Staff Signature/Title:

Family Involvement

Planned Family Involvement

Outcome Family Involvement

Does client consent to family
involvement?Y ___ N___ NA __

Does family agree to participate? Y — N —

[]Input for Initial Assessment/Annual Update
] Development of Treatment Plan

[] Support for Life Domain Issues

] Psychoeducational/Support Group

[ collateral
] Family Therapy
[] Crisis Management

[ Input for Initial Assessment/Annual Update
] Development of Treatment Plan

] Support for Life Domain Issues

] Psychoeducational/Support Group

[ collateral
[] Family Therapy
[C] Crisis Management

Frequency of Care Plan Review

30 Days (crisis Residential / other

residential requirements)

3 Months (caworks)

6 Months (All services except Med Sup and CM)

12 Months (All services)

Standards.

This confidential information is provided to you in accordance with State and Federal laws and regulations,
including but not limited to applicable Welfare and Institution Code, Civil Code and HIPAA Privacy
Duplication of this information for further disclosure is prohibited without the prior written
authorization of the client/authorized representative to whom it pertains unless otherwise permitted by law.

Name:

MIS#:

Agency:

Prov#:

Los Angeles County - Department of Mental Health
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SIGNATURES * Document Reason For Lack Of Signature In Progress Note. Signature Must Be Obtained At Next Face To Face Contact.

* Client Date Client received a
Licensed Mental Health Professional Date copy of the care plan.
Family/Conservator/Significant Other| Date Client's Initials:
M.D. Medication, Medicare/Private Insurance Date Date:
* Client Date Client received a copy
Licensed Mental Health Professional Date of the care plan.
Family/Conservator/Significant Other| Date Client's Initials:
M.D. Medication, Medicare/Private Insurance Date Date:
* Client Date Client received a copy
Licensed Mental Health Professional Date of the care plan.
Family/Conservator/Significant Other| Date Client's Initials:
M.D. Medication, Medicare/Private Insurance Date Date:
* Client Date Client received a copy
Licensed Mental Health Professional Date of the care plan.
Fam|!y/(?onservgtor/&gn|f|cant Other Date Client's Initials:
M.D. Medication, Medicare/Private Insurance Date Date:
* Client Date Client received a copy
Licensed Mental Health Professional Date of the care plan.
Family/Conservator/Significant Other| Date Client's Initials:
M.D. Medication, Medicare/Private Insurance Date Date:
* Client Date Client received a copy
Licensed Mental Health Professional Date of the care plan.
Family/Conservator/Significant Other| Date Client's Initials:
M.D. Medication, Medicare/Private Insurance Date Date:
This confidential information is provided to you in accordance with State and Federal laws and regulations, Name: MIS#:
including but not limited to applicable Welfare and Institution Code, Civil Code and HIPAA Privacy
Standgrdg. Duplication of thisl information for. further discllosure'is prohibited without thel prior written Agency: Provi#:
authorization of the client/authorized representative to whom it pertains unless otherwise permitted by law. Los Angeles County j Department of Mental Health




Client Care Plan Continuation Page

Revision Date: 01/23/2006

Support and Targeted Case Management, if appropriate)

OBJECTIVES: (Must be specific, measurable/quantifiable, CLINICAL INTERVENTIONS: (Must be related to Type/Frequency | OUTCOMES/Date/Initials: To be completed at
attainable, realistic, time bound. Must relate to assessment, objective. List clinical interventions for each group/individual | of Services to | the end of the Care Plan Review timeframe, 30 days,
presenting problems/symptoms and functional impairment. Include service. Includes Med Support and Targeted Case meet objectives:| 3 6 12 months or more frequently as appropriate.

cultural/linguistic, co-occurring factors, if appropriate. Include Med Management, if appropriate.)

(MHS - Ind and Grp);
Med Sup; TCM; Soc;
Residential; Voc; etc.

Date

Client agrees to participate by:

Staff Signature/Title:

Date

Client agrees to participate by:

Staff Signature/Title:

Date

Client agrees to participate by:

Staff Signature/Title:

Date

Client agrees to participate by:

Staff Signature/Title:

Date

Client agrees to participate by:

Staff Signature/Title:

This confidential information is provided to you in accordance with State and Federal laws and regulations,
including but not limited to applicable Welfare and Institution Code, Civil Code and HIPAA Privacy
Standards. Duplication of this information for further disclosure is prohibited without the prior written
authorization of the client/authorized representative to whom it pertains unless otherwise permitted by law.

Name:

Agency:

MIS#:

Provi#:

Los Angeles County - Department of Mental Health
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Revision Date: 01/23/2006

Support and Targeted Case Management, if appropriate)

OBJECTIVES: (Must be specific, measurable/quantifiable, CLINICAL INTERVENTIONS: (Must be related to Type/Frequency | OUTCOMES/Date/Initials: To be completed at
attainable, realistic, time bound. Must relate to assessment, objective. List clinical interventions for each group/individual | of Services to | the end of the Care Plan Review timeframe, 30 days,
presenting problems/symptoms and functional impairment. Include service. Includes Med Support and Targeted Case meet objectives:| 3 6 12 months or more frequently as appropriate.

cultural/linguistic, co-occurring factors, if appropriate. Include Med Management, if appropriate.)

(MHS - Ind and Grp);
Med Sup; TCM; Soc;
Residential; Voc; etc.

Date

Client agrees to participate by:

Staff Signature/Title:

Date

Client agrees to participate by:

Staff Signature/Title:

Date

Client agrees to participate by:

Staff Signature/Title:

Date

Client agrees to participate by:

Staff Signature/Title:

Date

Client agrees to participate by:

Staff Signature/Title:

This confidential information is provided to you in accordance with State and Federal laws and regulations,
including but not limited to applicable Welfare and Institution Code, Civil Code and HIPAA Privacy
Standards. Duplication of this information for further disclosure is prohibited without the prior written
authorization of the client/authorized representative to whom it pertains unless otherwise permitted by law.

Name:

Agency:

MIS#:

Provi#:

Los Angeles County - Department of Mental Health
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COORDINATION CYCLE DATE: Program/Provider Number Completing Assess/Eval

Date of Coordinator Face to Face Contact: Translation: |:| No I:I Yes This plan was translated into:

CYCLE PERIODS:  [JJAaNwuLy [JFeBauG [ MARSEPT [JAPRIL/OCT []MAY/NOV [JJUN/DEC
CalWORKs & DTI (Identify date every three months) | | | | | | | |

PAYOR: D Medi-Cal D Medicare I:I Private I:I HMO |:| None |:|Other: (SOC, WRAP, Schiff-Card, PATH, AB3632, CalWORKs)

Verification of Medical/Service Necessity was completed on the Initial Assessment/Annual Assessment Update conducted on:
Necessity is an annual requirement, please complete for current year.

Revision Date: 01/23/2006

for the client and/or responsible adult.

Verification of Medical and/or Service

Date:
COORDINATION: (Exclude Crisis and 24 hour Services - Attach printout of Episode Overview Screen) AUTHORIZATION (Excludes Crisis, 24 Hour, DT, DR, TBS)
; Coordinator's
Start Date End Date . Type of Service . Contact o
(MolDay/Y) (Mo/Day/yr) | Discharge Date | b sumon o7, o provider Name/Number Person/Team | FUnoelen

* Required when services are added after Coordinator's date signature.

ADDITIONAL PLAN PARTICIPANTS/RELATIONSHIP (Reg Ctr, DPSS, Probation, DCFS, Substance Abuse, Health, other brokered non-mental health services)

Single Fixed Point of Responsibility (SFPR) Signature Date Licensed Mental Health Professional Signature Date
This confidential information is provided to you in accordance with State and Federal laws and regulations, Name: MIS#:
including but not limited to applicable Welfare and Institution Code, Civil Code and HIPAA Privacy
Standards. Duplication of this information for further disclosure is prohibited without the prior written Agency: Prov#:
authorization of the client/authorized representative to whom it pertains unless otherwise permitted by law.
Los Angeles County - Department of Mental Health




	001: 
	002: 
	003: 
	004: 
	005: 
	006: 
	014: Off
	015: Off
	016: Off
	017: Off
	018: Off
	020: Off
	021: Off
	022: Off
	023: Off
	024: Off
	025: Off
	026: Off
	027: Off
	028: Off
	029: Off
	030: Off
	031: Off
	019: Off
	032: Off
	033: 
	034: 
	035: 
	036: 
	007: 
	008: 
	009: 
	010: 
	011: 
	037: 
	038: 
	039: 
	040: 
	041: 
	046: 
	045: 
	044: 
	043: 
	042: 
	047: 
	048: 
	049: 
	050: 
	051: 
	056: 
	055: 
	054: 
	053: 
	052: 
	057: 
	058: 
	059: 
	060: 
	061: 
	062: 
	063: 
	064: 
	065: 
	066: 
	067: 
	068: 
	069: 
	070: 
	071: 
	072: 
	073: 
	074: 
	075: 
	076: 
	077: 
	078: 
	079: 
	080: 
	081: 
	082: 
	083: 
	084: 
	085: 
	086: 
	087: 
	090: Off
	088: 
	092: 
	094: Off
	095: Off
	096: Off
	097: Off
	091: Off
	098: Off
	089: 
	099: 
	100: 
	101: 
	103: Off
	104: Off
	105: Off
	106: Off
	107: Off
	093: Off
	108: Off
	102: 
	109: 
	110: 
	111: 
	112: 
	113: 
	114: 
	115: 
	116: 
	117: 
	118: 
	119: 
	120: 
	121: 
	122: 
	123: 
	124: 
	125: 
	126: 
	127: 
	128: 
	129: 
	130: 
	131: 
	132: 
	133: 
	134: 
	135: 
	136: 
	137: 
	138: 
	139: 
	140: 
	141: 
	142: 
	143: 
	144: 
	145: 
	146: 
	147: 
	148: 
	149: 
	150: 
	151: 
	152: 
	153: 
	154: 
	155: 
	156: 
	158: 
	159: 
	160: 
	012: 
	013: 
	163: 
	164: 
	165: 
	166: 
	161: 
	162: 
	171: 
	172: 
	173: 
	174: 
	175: 
	176: 
	177: 
	178: 
	167: 
	168: 
	169: 
	170: 
	157: 
	Licensed Mental Health Professional: Licensed Mental Health Professional Signature
	Licensed Mental Health Professional blank: 


